BACKGROUND
There is growing evidence that patient experience impacts clinical health outcomes, and, in turn, how organizations deliver care. This is driven in part by the Centers for Medicare and Medicaid Service (CMS) requirements to publicly report patient experience scores (Hospital Consumer Assessment of Healthcare Providers and Systems; HCAHPS) as a condition for full reimbursement of hospital services. 1 HCAHPS scores, which measure inpatient care, are tied to the discharging physician. Because the average inpatient sees at least 3.6 physicians during a hospital stay, 2 and patients are frequently unaware of different physicians' roles in their care, 3 HCAHPS may be a poor measure of experience and satisfaction with a specific physician. In contrast, the outpatient experience survey (Clinician and Group Consumer Assessment of Healthcare Providers and Systems; CGCAHPS) is provider-specific, may soon be required, and may provide more reliable data on which to base improvement efforts. 4 Because experience scores are an important element of determining reimbursement under value-based purchasing, hospitals and physicians have a strong incentive to improve HCAHPS and CGCAHPS scores. However, there are few proven methods for doing so.
Physician communication constitutes one important element of both HCAHPS and CGCAHPS scores, and it is the only metric that directly relates to the care provided by physicians. Multiple studies have shown that communication skills can be improved with effective training, and that effective communication improves medical outcomes, safety, patient adherence, patient satisfaction, and provider satisfaction and efficiency. [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] Organization-wide communication skills improvement programs are rare and reports are limited to case studies. 15 We designed and implemented an experiential, relationship-centered communication skills course and measured its impact on patient satisfaction, physician empathy, burnout, and self-efficacy in a large, multispecialty academic medical center.
METHODS

Participants
We included all employed, attending physicians at the Cleveland Clinic who were mandated to attend an 8-h, internally offered, experiential communication skills training, between 1 August 2013 and 30 April 2014, during their regular work hours. The Cleveland Clinic is a nonprofit multispecialty academic medical center that employs approximately 3,220 physicians and scientists and 1,793 residents and fellows in training. Physicians who had participated in an earlier version of the 8-h experiential training (1 August 2010 to 31 July 2013) and those who had not yet taken the course were included as controls. Physicians were excluded if they did not have direct patient contact (e.g., pathologists), were residents or fellows, or if they did not have at least five pre-and five post-HCAHPS scores (for the HCAHPS analysis), or five pre-and five post-CGCAHPS scores (for the CGCAHPS analysis) (Fig. 1) .
Data was entered into a registry approved by the Cleveland Clinic Institutional Review Board. All participants had the option to exclude their data from the registry. The study, which used existing data, was deemed exempt.
Training Intervention
In 2013, the Cleveland Clinic Center for Excellence in Healthcare Communication developed an 8-h experiential 16 FHC (eFigure 2) is a CME-accredited program that focuses on experiential skills practice, the elements of which have been shown to be effective in improving physician communication. 17, 18 Each course was co-facilitated by two practicing clinicians trained in relationship-centered communication, adult learning theory, performance assessment, and group facilitation. Each group contained no more than 12 participants who proceeded through a series of interactive didactic presentations, live or video-based skill demonstrations, and small group skills practice sessions aligned with the three phases of the model. A lengthier skills practice integrating all three R.E.D.E. 
Measures
Physicians were asked to complete pre-and post-course surveys on the day of training and at 3months post-course. The surveys included demographic information, self-assessment of communication skills, knowledge and attitudes, the Jefferson Scale of Empathy (JSE), the Maslach Burnout Inventory (MBI), and post-course satisfaction. The JSE and MBI were used with permission.
For each participant, we also extracted physician information from a database maintained by our office of professional staff affairs that included gender, race/ethnicity, years in practice, specialty/subspecialty, and setting.
We conducted separate analyses for HCAHPS scores and CGCAHPS scores. Physicians who had both types of scores were included in both analyses. For each analysis, we controlled for secular changes associated with other patient experience initiatives by creating a comparison group of physicians who did not take the course during the specified time period. Each control physician was matched by assigning a pseudo course date to correspond with an intervention physician's course date. We then collected HCAHPS and CGCAHPS scores for physician communication for 6months before and 6months after the course date (or corresponding pseudo course date) using their National Provider Identification (NPI) numbers.
STATISTICAL ANALYSIS
To assess the impact of our intervention, we assessed CGCAHPS scores 6months before and after the assigned date for the intervention and control groups. Differences in pre-and post-scores were adjusted for baseline differences in gender, race, years in practice, and baseline scores.
We then performed two subgroup analyses to examine whether the impact of the course varied by specialty or initial CGCAHPs scores. We compared the adjusted mean values at 6months for participants and controls and examined the interaction between intervention and baseline CGCAHPS tertile. A significant interaction would indicate a difference between baseline tertile groups as to the effect the intervention had on their adjusted 6-month CGCAHPS score. We performed a separate similar analysis for specialty category.
To assess the impact of our intervention on hospitalized patient satisfaction, we performed the same analyses for HCAHPS.
Data are presented as mean ± standard deviation or median [25 th , 75
th percentiles] for continuous variables and N (%) for categorical variables. Univariate analysis was performed to compare pre-and post-course survey results for physicians by Wilcoxon sign rank sum test for continuous variables, and by McNemar test for top box comparison of categorical variables. Top box refers to an Balways^designation on a fourpoint Likert scale (HCAHPS), and a BYes definitely^desig-nation on a three-point scale (CGCAHPS). We analyzed each physician's score as the percent of top box scores they received for that category. Analysis was performed using SAS software (version 9.3, Cary, NC). An overall significance level of 0.05 was used for all comparisons. When adjusting for multiple comparisons, a Bonferroni correction was used.
RESULTS
Between 1 August 2013 to 30
April 2014, 1543 participants completed the FHC course. Of these, six (0.4%) declined to participate in the study, for a final sample of 1537 (response rate 99.6%). Due to item-specific nonresponse, available response counts are listed in the results where appropriate. Table 1 shows the characteristics of FHC participants and controls for the HCAHPS and CGCAHPS analyses. For CGCAHPS and HCAHPS groups, intervention physicians had more years in practice and were more likely to be male.
After adjusting for gender, race/ethnicity, specialty, years in practice, and baseline scores, post course date overall mean CGCAHPS scores were higher for intervention physicians than for controls (92.09 vs. 91.09, p = 0.03) ( Table 2) . Specifically, the domains of 'Conveyed clear information' and 'Know patient's medical history,' achieved statistical significance. Subgroup analysis by specialty revealed no significant interaction between specialty and the impact of course exposure (p < 0.05) (eTable 1). A second subgroup analysis by tertile of baseline scores revealed no significant interaction between baseline scores and the impact of course exposure (eTable 2). For the HCAHPS analysis, intervention physicians were more likely to be male, with more years in practice, and higher baseline scores than controls (Table 1) . After adjusting for gender, race/ethnicity, specialty, years in practice, and baseline HCAHPS scores, intervention physicians had higher overall post-course date scores, but the difference was not statistically significant (83.95 vs. 82.73, p = 0.24) ( Table 3) . Intervention physicians did, however, show greater improvement in the domain of respect (91.08 vs. 88.79, p = 0.02). Figure 2 compares intervention physicians' perceptions of the course. Before taking the course, only 20% of physicians 'strongly agreed' that the course would be a valuable use of their time, whereas after the course, 58% 'strongly agreed' that it had been valuable. Less than 1% found that it was not valuable after attending the course. Pre-course communication self-efficacy was generally high, except for managing time and patient emotion (eTable 3). Despite this, post-course selfefficacy significantly increased in all 13 domains (p < 0.001).
At baseline, physicians self-reported moderate levels of burnout and low levels of empathy (Table 4) . Following the course, scores on all three domains of burnout (emotional exhaustion, depersonalization, and personal achievement) and empathy improved significantly. NPI-matched follow-up scores were available at 3months for 16% of physicians. Improvements in all measures except emotional exhaustion were sustained at 3months. There were no meaningful differences between the responders and non-responders for 3-month surveys (eTable 4.1-4.2).
DISCUSSION
In this observational study in a large health system, experiential, relationship-centered communication skills training effectively improved outpatient scores and one domain of inpatient scores. The course appeared equally effective for surgeons and non-surgeons, and the improvement did not differ depending on baseline patient experience scores. Physicians reported high levels of satisfaction with the course in terms of it being a valuable use of time, teaching skills that were relevant and feasible to implement in their practice, and changing their attitudes and enhancing their knowledge and skills. The course significantly improved physician self-efficacy related to performing specific relationship-centered communication skills that have been previously shown to improve patient and provider experience. In addition, physicians reported significant improvement in measures of empathy and burnout, which were sustained for at least 3months following the course.
Previous research examining the impact of communication skills training on patient satisfaction has demonstrated modest but inconsistent improvement. 19 A case study by Stein et al. (2005) reported statistically significant improvement in outpatient satisfaction scores, measured with a regional outpatient member/patient satisfaction survey (not CGCAHPS), for four out of six provider cohorts (n~483) who completed an intensive 5-day interactive communication skills course. 15 However, the majority of studies have been small (< 130 physicians) and have not demonstrated statistically significant improvements in inpatient or outpatient experience or satisfaction measures. [20] [21] [22] [23] [24] In addition, many of these training efforts have been confined to specific populations [25] [26] [27] [28] [29] [30] [31] [32] or have been with trainees. [33] [34] [35] [36] [37] To date, more complex interventions and/or courses aimed at specific conditions have shown the greatest likelihood of improving patient experience. 19 To our knowledge, this is the first study of a communication skills training intervention implemented for all physicians in a large multispecialty setting, and which uses CMS' measures of patient experience. The current study demonstrates the capacity for a straightforward and short-term experiential communication skills training to improve provider-specific measures of patient satisfaction for up to 6months. Whereas previous research found that providers with lower scores tended to benefit more than those with higher scores, 15 our training model appeared to benefit all providers, irrespective of baseline patient satisfaction scores.
In the current healthcare climate, physicians are continually being asked to do more with less and are experiencing increased burnout as a result. 38 Conscientious steps to improve physician satisfaction and engagement are therefore vital for improving the quality of patient care 39 and conveying the important message that healthcare providers are valued and respected as persons. We employed the same process to build relationships with physicians attending the training as the one we encouraged them to use in relating to patients. As a result, physicians who attended the course reported significant and lasting improvements in burnout and empathy.
Our study has several important implications. For institutions working to raise their patient satisfaction scores or to impact the patient experience more broadly, investing in Figure 2 . Participants' satisfaction with the course. *All comparisons are highly significant (p < 0.001). Our study has a number of important limitations. First, due to its observational nature, we could not rule out other causes for the improvement in scores among those who took the course. We attempted to control for secular trends in patient experience by including a contemporary control group and adjusting for measured differences, but there may have been additional unmeasured confounders. Second, we included some self-reported outcomes, and reporting was not anonymous. Physicians may have exhibited a social desirability bias in their responses. This seems unlikely, as they were not hesitant to initially express their skepticism about the course. Also, our study included only one organization with a largely employed model. Not all organizations can mandate training, but the study nonetheless has important implications. Cleveland Clinic's experience in bringing communication skills training to physicians can serve as a model for others considering similar initiatives. Large organizations that also use an employed physician model, including the Mayo Clinic, the Veterans Health Administration, and Kaiser Permanente, together care for millions of patients. Others have invested substantially in efforts to improve patient experience. Spread of a model similar to ours could bring substantial change to the quality and outcomes of communication and relationships in today's medical practice environment. Whether results can be generalized to other settings will need to be tested. Our sample size was limited by the number of physicians with sufficient numbers of HCAHPS or CGCAHPS surveys. Although it would have been desirable to have larger numbers of surveys per physician, and more physicians overall, these are the measures on which hospital reimbursement is currently based and they are the chief target of hospital administrators. Finally, our response rate at 3months was low and may not be representative of all participants. Further work will be required to show whether the impact of the course on empathy and burnout are sustained.
In conclusion, an experiential communication skills training based on the R.E.D.E. SM model of relationship-centered communication successfully improved measures of patient satisfaction, as well as participating physicians' self-reported empathy and burnout. 
